Background {#Sec1}
==========

A central aim of strategies on dementia is to enable high quality, low-threshold and continuing provision of health-care services for individuals with dementia \[[@CR1]--[@CR3]\]. The diagnosis of dementia is an important step for access to care and support, and the prevention of stress or crises for carers; and it is advantageous for individuals and their families in how they cope with the prognosis \[[@CR4]\].

General practitioners (GPs) have regular contact with the majority of the elderly population and therefore play a pivotal role in the assessment of incipient cognitive decline and dementia. Nevertheless, a high rate of underdiagnosis of dementia has been reported in primary care \[[@CR3], [@CR5]--[@CR8]\]. A systematic literature review found important barriers to early diagnosis of dementia in primary care, including lack of support, time and financial constraints, stigma, diagnostic uncertainty, and GP's fear that disclosure could damage the doctor-patient relationship \[[@CR9]\]. Evidence also revealed other important themes such as delayed presentation and therapeutic nihilism \[[@CR9]\].

In contrast, the benefits of early recognition of dementia include receiving early access to treatment, appropriate information, advice and support to improve the quality of life of patients, caregivers, and relatives \[[@CR10]--[@CR12]\]. In particular, patients can be involved in decision-making processes and have the possibility of independent planning for the future (e.g. living will or advanced care plan) \[[@CR4]\]. In addition, timely measures can be taken in order to prevent endangering themselves or others (e.g. driving a car, or professional responsibility at work). Early GP interventions have been shown to help caregivers in anticipating and accepting the future care role and transitions, with the increased possibility that caregivers can still involve the patient in the decision making process \[[@CR12]\]. Further, dementia care management has been shown to decrease the burden on and associated health impairments of caregivers \[[@CR13]\]. Further, people with dementia and their caregivers have recently highlighted the need for GPs to engage in counselling and in signposting of local services \[[@CR14]\].

To inform efforts to increase the quality of health-care services for individuals with dementia it is essential to better understand the drivers of GPs' attitudes towards dementia, including underlying enablers and barriers in the early recognition of dementia across GP and practice characteristics. This may help to identify whether there is a need for tailored education, training or support. Prior studies investigating GPs' attitudes towards early dementia recognition have found an association with age \[[@CR15]\], location of practice \[[@CR16]\], gender, and professional experience \[[@CR17]\]. Further, GPs' decisions to diagnose dementia have been shown to be influenced by their own beliefs about dementia and the efficacy of treatment \[[@CR18]\]. However, these studies have tended to focus on a limited set of attitudes \[[@CR15], [@CR19], [@CR20]\] and have rarely examined the association with GPs' current management of dementia patients \[[@CR21], [@CR22]\].

In Switzerland, the primary care system is mostly based on fee for service. Even if a GP provides a treatment the patient does not actually need, the GP will still be compensated for it. In retrospect, it is practically impossible to prove that a medical service would, in fact, have been unnecessary. Currently there are no binding guidelines relating to medical treatment that help determine which measures should be deemed necessary and expedient for a certain medical condition and which ones can no longer be considered appropriate. Consequently, this means that there are no formal restrictions on the comprehensive diagnosis and treatment of people with suspected dementia.

The main question of this study was whether certain attitudes as well as enablers and barriers to dementia recognition are reflected in the way GPs manage patients with confirmed or suspected dementia, i.e. their professional approach. The latter is exemplified by the average stage of dementia at the point at which a patient is first diagnosed, as well as the GP's choice of different treatment options when assessing a case vignette of mild dementia. Building on the existing literature, we sought to investigate a broad range of attitudes as well as enablers and barriers to early recognition of dementia, using factor analysis to group them into underlying themes. We then explored the interrelation between attitude themes towards early recognition of dementia and professional approach to the disease and its management.

Methods {#Sec2}
=======

The project was conducted by the Centre for Primary Health Care at the University of Basel, and was supported by all academic institutes of general practice at Swiss universities.

The present cross-sectional postal survey was designed to test attitudes to the early recognition of dementia and dementia care \[[@CR15], [@CR16], [@CR19], [@CR23]--[@CR25]\] as well as barriers and enablers \[[@CR9], [@CR26]--[@CR29]\]. GP's were also asked to indicate at which stage most of their patients received the first diagnosis. The stage of dementia at the point of first diagnosis \[[@CR3]\] comprised MCI, mild, moderate and severe dementia. The definitions of the stages were explained in the questionnaire and were based on a classification from a national consensus \[[@CR30]\] (see Supplementary Information S 1).***.*** The attitude items were based on two previous questionnaires about GPs' attitudes on dementia \[[@CR15], [@CR19]\] and comprised statements such as "The early recognition of dementia usually serves the welfare of the patient/patient's relative" or "Managing dementia is more often frustrating than rewarding". Barriers and enablers of early dementia were also based on previous findings from literature \[[@CR9], [@CR24]--[@CR27]\] and contained statements such as "With a timely diagnosis GPs/patients may take actions to improve disease outcome, delay institutionalization, reduce dangerous and difficult situations etc.). For all questionnaire items see Supplementary Information S 3. The questionnaire further assessed the management approach after diagnosis of a hypothetical case of mild dementia. The vignette comprised the question "What measures would you take if a patient was diagnosed with an early stage Alzheimer's disease? (MMSE of 24 and the need of some assistance in activities of daily living)". The items of these post-diagnostic intervention strategies have been presented in detail elsewhere \[[@CR31]\]. All items were assessed using a five-point Likert scale, except the stage of dementia at the point of first diagnosis (MCI, mild, moderate or late stage), and the demographic characteristics of the GP. Content validity was pre-tested among a small group (*n* = 7) of GPs for readability and acceptability. The initial questionnaire was developed in German and two independent translations in French and Italian were made by professional translators. The meaning and the appropriateness of the translated items were assessed by the study team.

The survey was sent by mail to all GP members of the Swiss Association of General Practitioners and Paediatricians (*n* = 4460) in August 2017. A reminder was sent to all members by e-mail 1 month later. Responses were collected anonymously.

We used descriptive statistics to summarize physician and practice characteristics. To identify underlying themes among GP attitudes for or against early dementia recognition, we performed exploratory factor analysis (EFA) with *n* = 2 factors \[[@CR32]\] (see Supplementary Information S 6, S 7, S 8). A summary score was created for each factor, ranging from 1 to 5 (see S 6). We determined the association between the summary scores and the following predictors; respondents' demographic and practice characteristics, average stage of dementia diagnosis, and management approach, using univariable and multivariable linear regression models (for each summary score separately). Multivariable models were adjusted for age, workload, practice location and the estimate of the percentage of patients over the age of 70. Missing data were not imputed and regression analyses were performed on complete cases. *P* values of \< 0.05 were considered statistically significant. All data analyses were conducted using R version 3.4.3 \[[@CR33]\].

Results {#Sec3}
=======

Sample {#Sec4}
------

Of the 4460 GPs initially contacted, 306 were either no longer practising as a GP, or the letter was undeliverable; this left a sample of 4154 GPs. A total of 882 (21%) returned the questionnaire. The respondent GPs were 55.8 (SD = 8.86) years old on average, and 70% were male (see Additional file [1](#MOESM1){ref-type="media"}: Table S2 for summary statistics of demographic characteristics). The responding GPs did not differ from the contacted GPs in terms of gender (χ^2^ = 0.25, df = 1, *p*-value = 0.617). However, responding GPs did differ from the contacted GPs in terms of language region (χ^2^ = 6.1, df = 2, *p* = 0.046) as there were more German-speaking (78%) respondents compared to the contacted sample (75%). Further, on average the respondents were 1 year younger than the whole contacted sample (55.8 vs. 56.7 years, t = − 2.77, *p* = 0.006).

General attitude towards early recognition of dementia and care for patients with dementia {#Sec5}
------------------------------------------------------------------------------------------

Figure [1](#Fig1){ref-type="fig"} and Additional file [1](#MOESM1){ref-type="media"}: Table S3 show a general attitude that is positive, characterized by the feeling that early diagnosis was beneficial. In particular, more than half of responding GPs perceived a benefit for the welfare of the patient's relatives (61% agreed/strongly agreed), while half of them saw a benefit to the patients themselves, and did not think the management of dementia was frustrating. Negative or nihilistic attitudes were less prevalent; 18% stated the management of dementia to be frustrating, 33% agreed that providing a patient with a dementia diagnosis is providing a diagnosis that is not clinically actionable, and 45% did not feel that current treatment options (e.g. anti-dementia drugs) had a positive effect on the course of the disease. The majority of GPs agreed with most enablers to timely diagnosis (except "With a timely diagnosis GPs/patients may take action to improve disease outcome") and disagreed with most barriers (except "Inadequate financial remuneration hinders diagnosis"). Most GPs (62.5%) reported an average stage of "mild dementia" at the point of first diagnosis, 31.2% of respondents reported average stage of "mild cognitive impairment" at the point of first diagnosis, and 6.2% of GPs reported "moderate stage of dementia" at the point of diagnosis. The frequencies of Likert Scale answers of post-diagnostic intervention strategies are described in Additional file [1](#MOESM1){ref-type="media"}: Table S4.Fig. 1Ranked attitudes towards early dementia diagnosis. Attitudes were ranked according to their agreement (strongly agree and agree)

Exploratory factor analysis {#Sec6}
---------------------------

The EFA yielded an 18-item scale with 2 factors explaining 34% of the variance (see Table [1](#Tab1){ref-type="table"} and Additional file [1](#MOESM1){ref-type="media"}: Tables S5, S6, S7 and S8 for more details on factor analysis). The first factor comprised GPs' enablers to providing early dementia diagnosis, which was supported by 85% of GPs. The second factor comprised barriers to providing early dementia diagnosis, and was supported by 15% of GPs (see Table [1](#Tab1){ref-type="table"} for details on agreement with a factor). The majority of GPs (73%) exclusively agreed with enablers of early dementia diagnosis, 12% agreed with both enablers and barriers, and 3% exclusively agreed with barriers to early dementia diagnosis.Table 1Rotated factor loadings and unique variances from principal-component factor analysisItems "A timely diagnosis ...Factor 1Factor 2UniquenessMean scores (SD)Enablers of early dementia recognition It is important to look actively for early signs of dementia0.69−0.080.513.66 (0.58) The early recognition of dementia usually serves the welfare of the patient0.72−0.120.46 The early recognition of dementia usually serves the welfare of the patient's relatives.0.47−0.120.77 The present treatment options with anti-dementia drugs usually have a positive influence on the course of the disease0.410.080.83 With a timely diagnosis GPs/patients may take actions to improve disease outcome.0.570.060.67 A timely diagnosis may delay institutionalization0.580.000.67 With a timely diagnosis dangerous and difficult situations can be reduced0.66−0.040.56 A timely diagnosis may enable planning for the future, organize support and care0.73−0.110.46 A timely diagnosis may minimize the strain and insecurity of patients and their informal family caregivers0.68−0.170.51 With a timely diagnosis patients may make appropriate legal arrangements0.54−0.090.70Barriers to early dementia recognition Patients with dementia can be a drain on resources that should be used for late stage dementia patients−0.400.450.632.47 (0.59) Concern about possible burden or stigmatization of patients with diagnosis−0.400.540.55 Embarrassment or discomfort in disclosing the diagnosis to the patient or family−0.050.540.71 Time constraints in carrying out the necessary procedures to diagnose dementia0.010.590.65 Inadequate financial remuneration hinders diagnosis0.300.450.71 A timely diagnosis may increase suicide risk0.050.530.71 Patients or families do not feel so much psychological strain as to need a diagnosis−0.360.490.63 A timely diagnosis is linked to a lot of paperwork0.070.590.65Providing a patient with a dementia diagnosis is providing a diagnosis that is not clinically actionable−0.230.260.883.03 (1.02)Managing dementia is more often frustrating than rewarding−0.100.280.912.49 (1.03)Most variables of the first factor loaded substantially onto only one factor. From the variables loading positively onto the second factor, 3 variables also loaded negatively onto the first factor. Further, there were two items that did not fit well in the solution ("Managing dementia is more often frustrating than rewarding" and "Providing a patient with a dementia diagnosis is providing a diagnosis that is not clinically actionable"). Mean scores represent the mean agreement in responses for each scale, with 1 indicating a low agreement and 5 the highest possible agreement. Agreement is represented by the percentage of mean scores higher than 3 across responding GPs

Association between GPs' attitudes and demographic characteristics or professional approach {#Sec7}
-------------------------------------------------------------------------------------------

The regression results are presented in Table [2](#Tab2){ref-type="table"}. Younger GPs were more likely than older GPs to agree with enablers but also with barriers to early dementia diagnosis. Compared to men, women were more likely to agree with barriers to early dementia diagnosis. GPs who reported a later average stage at first diagnosis (one point increase e.g. from "MCI" to "mild dementia") also agreed less with enablers of early dementia diagnosis. GPs with higher agreement of enablers of early dementia diagnosis were significantly more likely to take all the proposed measures after a hypothetical case of mild dementia diagnosis, except watchful waiting. GPs who agreed more with barriers to early dementia recognition would counsel family members less often after a diagnosis of mild dementia and would more often adopt a watchful waiting strategy. Further, GPs who agreed more with barriers to early dementia recognition would more often prescribe *Ginkgo biloba* after a diagnosis of mild dementia, and would test fitness to drive less often after a diagnosis of mild dementia.Table 2Linear regression models of the association between GPs' attitudes, demographic characteristics, interventions and first diagnosisUnivariable modelMultivariable modelEst95% CI*p* valueEst95% CI*p* valueEnablers of early dementia diagnosis Demographics  Age (per 10 years)− 0.07− 0.12− 0.030.001− 0.08− 0.12− 0.030.001  Sex (female vs. male)0.130.050.210.0020.100.000.200.055  Workload (per 10 h per week)0.00− 0.030.020.7770.00− 0.030.020.786  Consultations (per 5 per day)− 0.02− 0.060.020.423− 0.02− 0.070.020.335  Region (agglomeration vs. city)− 0.01− 0.110.080.823− 0.01− 0.110.090.851  Region (rural vs. city)0.06− 0.030.160.1890.07− 0.020.170.130  Estimate of the percentage of patients over the age of 70 (per 10%)0.00− 0.020.020.7850.00− 0.020.020.840  Language (French vs. German)− 0.09− 0.190.010.080− 0.08− 0.180.030.145  Language (Italian vs. German)0.180.000.370.0560.190.000.390.052 Interventions  Watchful waiting− 0.14− 0.18− 0.11\< 0.001− 0.13− 0.17− 0.10\< 0.001  Therapy with AChEI or memantine0.140.110.17\< 0.0010.140.110.18\< 0.001  Prescription of *Ginkgo biloba*0.040.010.070.0120.040.010.070.009  Minimize cardiovascular risk0.070.030.10\< 0.0010.070.040.10\< 0.001  Memory training (groups)0.100.070.13\< 0.0010.100.070.13\< 0.001  Counselling for family members0.100.060.14\< 0.0010.100.060.14\< 0.001  Other therapies (music, painting, dancing, coaching)0.090.060.12\< 0.0010.090.060.13\< 0.001  Prepare advance directives0.100.070.13\< 0.0010.100.070.13\< 0.001  Test fitness to drive0.100.070.13\< 0.0010.100.070.13\< 0.001  Counselling for the patient (e.g. AD association)0.110.080.14\< 0.0010.120.090.15\< 0.001 Diagnosis  Average point of first diagnosis− 0.08− 0.14− 0.010.028− 0.07− 0.150.000.039Barriers to early dementia diagnosis Demographics  Age (per 10 years)− 0.07− 0.11− 0.020.005− 0.06− 0.11− 0.020.007  Sex (female vs. male)0.150.070.240.0010.130.030.240.010  Workload (per 10 h per week)− 0.01− 0.040.020.4900.00− 0.030.030.945  Consultations (per 5 per day)0.02− 0.020.060.3330.02− 0.030.070.427  Region (agglomeration vs. city)0.09− 0.010.190.0790.05− 0.050.150.320  Region (rural vs. city)− 0.02− 0.120.070.660− 0.04− 0.140.060.423  Estimate of the percentage of patients over the age of 70 (per 10%)− 0.01− 0.030.020.554− 0.01− 0.030.010.372  Language (French vs. German)− 0.10− 0.200.000.060− 0.09− 0.200.010.087  Language (Italian vs. German)− 0.50− 0.69− 0.31\< 0.001− 0.48− 0.68− 0.29\< 0.001 Interventions  Watchful waiting0.050.020.090.0030.050.010.090.007  Therapy with AChEI or memantine− 0.01− 0.050.020.401− 0.02− 0.050.020.408  Prescription of ginkgo biloba0.070.040.10\< 0.0010.060.030.09\< 0.001  Minimize cardiovascular risk0.00− 0.030.030.9460.00− 0.030.040.850  Memory training (groups)− 0.02− 0.050.010.110− 0.03− 0.060.010.103  Counselling for family members− 0.05− 0.09− 0.020.006− 0.06− 0.09− 0.020.006  Other therapies (music, painting, dancing, coaching)− 0.03− 0.060.010.116− 0.03− 0.060.000.089  Prepare advance directives− 0.03− 0.060.000.088− 0.03− 0.060.000.064  Test fitness to drive− 0.05− 0.09− 0.020.001− 0.06− 0.10− 0.03\< 0.001  Counselling for the patient (e.g. AD association)0.01− 0.020.050.5020.01− 0.030.040.749 Diagnosis  Average point of first diagnosis0.06− 0.010.130.0780.07− 0.010.140.073*Est* beta coefficient of linear regression, *CI* confidence intervalFor each unit increment of the independent variables (e.g. in the frequency of an intervention from 0 to 25% of cases or for each increment in the average moment of first diagnosis from MCI to mild dementia), the attitude of GPs changed by the indicated estimate on a scale ranging from 1 to 5. The multivariable models were adjusted for age, work (hours per week), practice location (city, agglomeration of the city, countryside), and the estimate of the percentage of patients over the age of 70

Table [2](#Tab2){ref-type="table"} about here.

Discussion {#Sec8}
==========

The main findings of this research are that 85% of respondents revealed a positive attitude towards early dementia recognition while 15% agreed that there are barriers to early dementia recognition. A minority showed nihilistic attitudes, believing that providing a patient with a dementia diagnosis is providing a diagnosis that is not clinically actionable (33%), or feeling that the present treatment options with anti-dementia drugs had no positive influence on the course of the disease (45%). GPs' self-reported positive attitudes towards enablers of early dementia recognition were associated with an increase in the number of measures taken after mild dementia diagnosis, and an earlier average point of first diagnosis. GPs reporting more often that there are barriers to early recognition of dementia would less often counsel family members or test fitness to drive. Instead they would more often use the wait and see strategy, or prescribe *Ginkgo biloba*.

The generally positive attitude towards early dementia recognition and dementia care is consistent with recent literature findings indicating that GPs are dedicated to and concerned with caring for their patients with dementia, and that they acknowledge the benefits to patients and their carers of a timely dementia diagnosis at an early stage of the disease \[[@CR20], [@CR34]--[@CR37]\]. Notably, this positive attitude was present although 45% of the respondents held the view that anti-dementia drugs had no positive influence on the clinical course of the disease. Variables loading most on the first factor were associated with long-term planning, taking into account not only physical and mental well-being, but also social aspects. GPs with this understanding are rooted in the thinking of advance care planning \[[@CR38]\] and palliative care \[[@CR39], [@CR40]\]. All these aspects are crucial in order to educate newly diagnosed patients and their family members about coping strategies and about maintaining independence \[[@CR41]\].

The current results are in line with findings from other literature showing the significance of time and financial constraints for diagnostic assessments and post-diagnostic dementia management \[[@CR9], [@CR20]\]. The current study showed that GPs agreeing more that there are barriers would more often choose the "wait and see" approach to diagnosis and management, less often test fitness to drive or counsel relatives. Thus, GPs negative attitude may threaten optimal management of persons with dementia increasing the likelihood that dangerous situations, stress or crisis for the patient and relatives would occur. Attitudes based on a "therapeutic nihilism" were not prevalent among current respondents. In fact, only 18% agreed that managing dementia is more often frustrating than rewarding, which is in accordance with recent findings \[[@CR42]\]. Nevertheless, 36% of current respondents agreed that providing a patient with a dementia diagnosis is providing a diagnosis that is not clinically actionable, which seems to be more frequent compared with findings from literature (5%) \[[@CR37]\]. Time of diagnosis does not solely depend on GP's, but also is a patient and patients' caregiver issue. Findings of a focus group study with people with dementia, informal carers and health and social care professionals in eight European countries has shown that the attitudes and beliefs of people with dementia and their carers may have a major impact on the access to formal care, and they often serve as barriers \[[@CR43]\]. Formal care was perceived as a threat to the individual independence of people with dementia and was thus avoided as long as possible. Thus, if patients generally present later to GPs, this may compound with GPs therapeutic nihilism.

We have seen that most GPs agreeing that there are barriers to early dementia recognition at the same time agree with the enablers of early dementia recognition. Thus, it is important to motivate and empower those GPs. Political measures involving e.g. monetary incentives appeared to have been effective in closing the gap between recorded and expected prevalence of dementia in primary care \[[@CR44]--[@CR46]\]. Since there are no signs of significant progress in dementia therapy in the foreseeable future, we suggest that GP training should combine positive attitudes towards dementia care with a special focus on a holistic advance care planning approach to care for patients with dementia. This should include their caregivers in order to prevent crises, and should involve the patient in the decision-making process \[[@CR38], [@CR47]\]. Hopefully, the proposed approach will provide GPs who will lose or have lost their belief in the efficacy of anti-dementia drugs with a viable alternative. Recent surveys in Europe indicate that positive attitudes towards early dementia recognition and care are becoming more prevalent \[[@CR37], [@CR45]\].

The limited response rate of 21% may compromise the generalisability of the results, although a 20--30% participation rate is very common in population-based surveys in primary care \[[@CR48]--[@CR50]\]. In particular in view of the low priority with which dementia is regarded by GPs \[[@CR51]\], we anticipated a low participation rate. The low response rate might lead to selection bias, e.g. an over-representation of GPs who were interested in the topic of dementia, thereby overestimating the positive attitude to early dementia recognition. Considering demographic characteristics, the respondents differed minimally from the total sample in terms of gender (70% vs 69% males), age and language region. Respondents were in average 1 year younger than in the total sample (55.8 vs 56.7 years) and there were more German-speaking respondents than in the total sample (79% vs 75%) (see Supplementary Information S 2). Another limitation is that the ratings represent the GPs' perceptions, and their judgements may lack objectivity.

Conclusions {#Sec9}
===========

In the light of recent disappointing results of both systematic reviews of existing anti-dementia drugs \[[@CR52]\] and clinical trials with newer anti-dementia drugs \[[@CR53], [@CR54]\], GPs estimate the effectiveness of available anti-dementia drugs on the course of the disease to be low. However, the attitude of the majority of GPs is not characterized by diagnostic or therapeutic nihilism. In particular, young GPs favour early diagnosis of dementia for timely advance care planning, prevention of dangerous situations, and timely counsel and support for relatives and patients with the aim of influencing disease outcome and delaying institutionalization. These measures are time consuming and costly, which could jeopardize the success of this desirable approach. Health systems are therefore required to critically scrutinize the use of available resources. It is essential to support training, care and research that will allow GPs to look after patients and their relatives in a holistic way, so that they can manage and live with the diagnosis of dementia.
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===============
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Additional file 1:**Table S1.** Stages of dementia at the point of first diagnosis used in the questionnaire. **Table S2.** Demographic, regional and professional characteristics of the respondent GPs. **Table S3.** Frequency of agreement with attitudes towards timely diagnosis (*N* = 882). **Table S4.** Frequency and summary statistics of measures taken after the diagnosis of mild dementia. **Table S5.** Supplementary information on exploratory factor analysis. **Table S6.** Figure: Ranked attitudes regarding dementia recognition and care. Attitudes were ranked according to GPs' agreement. **Table S7.** Supplementary measures for the quality of the scales. **Table S8.** Summary table for subscales of attitudes of agreement with attitudes towards timely diagnosis. (DOCX 205 kb)
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